reflex on the left side. Some tremor of the hands is present, but no inco-ordination. Nystagmus is not present.
(3) Female, died at the age of 22 years, four months ago. After she was 8 years old she used to " fall about " when walking. Gradually she became paralysed. Her speech failed some months before death.
(4) Female, aged 20 (under Dr. Humphry, May, 1911) . Started to limp when 9 years old. For four years she has been unable to walk. On examination there is slight weakness of the right side of the face and the eyelids droop. The head is turned to the right and the chin is thrust forward. Kyphosis of the upper dorsal region is present. There is no ocular paralysis, no nystagmus, and the disks are normal. There is a coarse tremor of the left hand. The skin of the lower third of the legs is cold and blue. The patient has dropped feet and there is some spasticity of the legs. Plantar reflex is present and seems to be extensor.
(5) Female, aged 19 years. Healthy. (6) Male, aged 13 (the patient shown). Limps with the left foot and turns the left toes in. He has Romberg's sign. There is no nystagmus. The upper extremities seem to be normal. Knee-jerks are active, especially on the left side, and on this side plantar reflex is probably extensor.
I have given no name to the disease from which this family is suffering, but suggest that it is a form of spino-cerebellar ataxia.
Dr. H. D. ROLLESTON agreed with the exhibitor that the case belonged to the group of cerebellar ataxias, of which there were several varieties; probably it was of the spino-cerebellar type. Besides the common element of ataxia these conditions showed a strong hereditary element, which was particularly prominent in the present case.
A Heart showing an Infective Polypoid Thrombus in the
Pulmonary Artery and extending into the Right Ventricle, mistaken for Patent Ductus Arteriosus.
By T. R. WHIPHAM, M.D.
THE patient was a girl, aged 11f years, who had never had any definite illness, though she had always been delicate, and was said to have been short of breath and cyanotic from time to time. There was no history of rheumatism or chorea. She was first seen in November, 1910, when she complained of debility and shortness of breath. She was an undersized child and anaemic, though otherwise healthy in appearance, and did not show any clubbing of the fingers. The heart was enlarged, the apex being well outside the nipple line and the dullness increased to the left. The impulse was wavy in the fifth and sixth interspaces, the apex being apparently situated in the fifth. In this region a blowing systolic murmur was audible following a loud first sound, and succeeded by a normal second sound. Over a localized area in the pulmonary region a well-marked thrill could be felt, and on auscultation a loud, churning rumble was heard, rising and falling in cadence and extending throughout both systole and diastole, so as to obliterate the normal cardiac sounds. Neither the liver nor the spleen was enlarged. The murmur was typically that described by Dr. G. A. Gibson as diagnostic of patent ductus arteriosus, and such the case was supposed to be. The patient was shown at the meeting of the Section held on November 25,1 where the diagnosis was generally confirmed.
Under general treatment the girl went on fairly well until the end of April, when the cardiac symptoms rapidly became more marked. On May 10 she came up to hospital in a collapsed state and was admitted. There was great cardiac distress, the patient being very pale and short of breath, and sweating profusely. At this time it was noted that the nails were slightly curved, and that there was some oedema of the ankles. The tongue was moist, but slightly furred. The abdomen was distended, but presented no evidence of free fluid, the enlargement being due to an increase in size of the spleen, which extended to the level of the umbilicus, and to enlargement of the liver, the edge of which could be felt midway between the umbilicus and the costal margin. The heart's apex was in the sixth intercostal space, 1L in. outside the nipple line, and the impulse was of a heaving character. On auscultation, the same murmurs were present as when the patient was first seen. The pulse was regular, though rapid, 140 per minute, and the temperature was 100'2' F. The urine was of low specific gravity (1009), acid, and contained a trace of albumin.
It was obvious that the child was very ill, and on the following day she had a rigor. The temperature was markedly hectic in type, ranging for the most part from 990 F. to 105' F., but occasionally reaching the extremes of 96°F. and 1060 F. The hectic temperature continued for three and a half weeks until near the end, when it fell to subnormal. Rigor followed rigor, and it was evident that some septic process was I See p. 31.
at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from going on. As there were no external signs, infective endocarditis was suspected. A bacteriological examination of the blood revealed the presence of a staphylococcus, and, as every precaution was taken in making a culture, it is probable that this organism was actually present in the circulation. Serum was injected, but without any effect on the patient's illness, and she gradually sank, dying on June 5. Six days before death it was noticed that the bruit at the base had greatly altered in character. Instead of the continuous rumble entirely obliterating the sounds, a distinct first sound could be heard, followed by a rumbling, systolic murmur; this was succeeded by a loud, slapping second sound, after which there was a short interval and a faint bruit occurring late in diastole.
The post-mortem examination was conducted by Dr. W. H. Duncan, Pathologist to the Prince of Wales's Hospital, to whom I am indebted for the following report:
" A slight excess of pericardial fluid was present. The heart was distinctly enlarged with hypertrophy of the walls. Tricuspid, mitral, and aortic valves showed no lesion. The right side of the heart was distended with blood, and the cavity of the right ventricle considerably dilated. Extending from the pulmonary artery into the right ventricle, an elongated, globular-shaped thrombus was present, quite 12 in. long by 1 in. broad. It was attached to the wall of the pulmonary artery, about 4 in. above the pulmonary valves, and extended downwards into the cavity of the ventricle. No sign of a patent ductus arteriosus could be found. Both lungs were congested; the liver was purple in hue, owing to the great quantity of blood in its vessels. The spleen was enlarged to twice its normal size, and the spleen pulp was of a soft and friable nature, with a dark purple colour. The kidneys were somewhat pale and slightly larger than normal. There were no abscesses in the lungs or elsewhere.
Thrombi are generally found in the right chambers of the heart, and originate most frequently in the retired parts of the cavities. In the auricle, the favourite seat is the appendix, and in the ventricle the neighbourhood of the apex is often the site of origin, or behind the columne carnew. In this case the thrombus did not form on a valve cusp, nor on the internal surface of the right ventricle, but at a point above the valves and in the pulmonary artery; thence growing with successive deposition, until it attained a size sufficient to obstruct the free flow of blood through the vessel, and prevent the pulmonary artery valves from functioning properly.
Polypoid thrombi are uncommon. Sir W. T. Gairdner mentions one case where stenosis of the tricuspid valve was diagnosed by him some time before death, but which afterwards proved to be a polypoid thrombus, attached to the wall of the right auricle, hanging free and obstructing the tricuspid orifice like a ball valve. I Edin. Hosp. Reports, 1893. at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from
